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National Black HIV/AIDS Awareness 
Day — February 7, 2003 


The third annual National Black HIV/AIDS Aware- 
ness Day will be February 7. The event will highlight the 
problem of human immunodeficiency virus (HIV) in the 
black community and aim to expand black involvement 
in preventing HIV. Supported by CDC through the 
Minority AIDS Initiative, the effort is led by a coalition 
of nongovernment organizations committed to stopping 
the spread of HIV and acquired immunodeficiency syn- 
drome (AIDS) in the black community. 

Blacks comprise approximately 12% of the population 
but account for more than half of all new HIV diagnoses 
each year (/). The 2001 rate of reported AIDS cases among 
blacks is 59.6 per 100,000 population, approximately three 
times higher than the rate for Hispanics and nine times 
the rate for whites (2). 

HIV prevention programs designed for and delivered 
to those at high risk for HIV infection remain key to cur- 
tailing the HIV epidemic among blacks. For those who 
are already infected, getting tested is an essential first step 
for obtaining the treatment they need and taking steps to 
protect their partners from infection. 

Information about HIV/AIDS in the black community 
is available from CDC at http://www.cdenpin.org and 
http://www.cdc.gov/nchstp/od/nchstp.html. Additional 
information on Nationa! Black HIV/AIDS Awareness Day 
is available at http://www.blackaidsday.org. 
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HIV/STD Risks in Young Men Who 
Have Sex with Men Who Do Not 
Disclose Their Sexual Orientation — 

Six U.S. Cities, 1994-2000 


le avoid social isolation, discrimination, or verbal ot physi 
cal abuse, many men who have sex with men (MSM), espe 
cially young and minority MSM, do not disclose their sexual 
orientation (/—3). Young MSM who do not disclose their 
sexual orientation (nondisclosers) are thought to be at pat 
ticularly high risk for human immunodeficiency virus (HIV) 
infection because of low self-esteem, depression, or lack of 
peer support and prevention services that are available to MSM 
who’ are more open about their sexuality (disclosers) (/—3). 
However, the risks for HIV infection and other sexually trans 
mitted diseases (STDs) are unknown for nondisclosers. To 
better understand the prevention needs of young MSM, CD¢ 
analyzed data from the Young Men's Survey (YMS) to com 
pare HIV/STD risk differences between nondisclosers and 
disclosers. This report summarizes the results of that analysis, 
which indicate that 8% of 637 nondisclosers were infected 
with HIV compared with 11% of 4,952 disclosers. Among 
blacks, the prevalence of HIV infection was 14% among 199 


tf) 


nondisclosers compared with 24% among 910 disclosers. 
Compared with disclosers, nondisclosers had similar high risks 
for other STDs, reported less sexual behavior with men and 
more sexual behavior with women, reported less use of HI\ 
testing services, and, among those who were HIV infected, 


were less likely to be aware of their infection. To reduce HIV 
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are black, should be developed or expanded. 

YMS was a cross-sectional survey conducted during 1994 
2000 of men aged 15—29 years who attended MSM- identified 
venues in six U.S. metropolitan areas (Baltimore, Maryland; 
Dallas, Texas; Los Angeles, California; Miami, Florida; New 
York, New York; and Seattle, Washington) (4,5). Participants 
were interviewed with a standard questionnaire, had blood 
drawn for testing, and were provided HIV/STD prevention 
counseling and referral ror care. Specimens were tested fo! 
HIV and hepatitis B virus (HBV) with standard assays. HB\ 
infection was defined as the presence of HBV surface antigen 
or antibodies to HBV core antigen. 

Disclosure was assessed with the following measure: “Using 
this card, choose the number that best describes how ‘out 
you currently are about having sex with men. By ‘out,’ we 
mean you let others know that you are sexually attracted to 
men.” Responses were measured on a 7-point scale (e.g., 1, 
“Not out to anyone;” 4, “Out to half the people I know;” 7 
“Out to everyone”). Participants who answered 1 or 2 were 
defined as nondisclosers, and participants who answered 3 
were defined as disclosers. Participants who answered | or 2 
were grouped together because of similarities in their demo 
graphic characteristics, reported risk behaviors, and prevalence 
of HIV infection. Differences between nondisclosers and dis 
closers were evaluated by using the Cochran-Mantel-Haenszel 
chi-square test controlling for city, age group, and race 
ethnicity (if applicable). Analyses were stratified by race 
ethnicity for those groups that had >50 nondisclosers. Some 
analyses were restricted to men aged 15—22 years because YMS 
was conducted in two different phases, and some questions 
were not repeated in the second phase, which was conducted 
among men aged 23-29 years. 

In the six cities, 5,589 MSM participated in YMS (range 
by city: 815—1,060). The participation rate among eligible 
men was 59% (range: 54%—66%). A total of 637 (11%) MSM 
were defined as nondisclosers (range: 7%—14%); of these, 349 
(55%) were aged 15-22 years (median: 22 years; interquartile 
range: 19-25 years). Black (18%), mixed-race (14%), His- 
panic (13%), and Asian/Pacific Islander (10%) MSM were 
more likely to be nondisclosers than were white MSM (8%) 


p<0.05). Among racial/ethnic minorities, age was not associ 


ated with nondisclosure. However, among white MSM, the pro- 


portion of nondisclosers decreased with age: 12% among those 
aged 15—19 years, 8% among those aged 20-24 years, and 5% 
among those aged 25—29 years (p<0.01). 

Nondisclosers were less likely than disclosers to identify 


themselves as homosexual and to atrend homosexually 
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identified bars and dance clubs (p<0.05), although 64% of sometimes disliked themselves for being homosexual or 


nondisclosers attended these venues at least monthly (Table 1). bisexual, that they felt isolated from others, and that the 
Among MSM aged 15-22 years, nondisclosers were more majority of persons in their racial/ethnic group disapproved 
likely to report that being homosexual or bisexual or having of homosexuals (p<0.05) (Table 1). 


homosexual or bisexual friends was not important, that they 


TABLE 1. Percentage of men aged 15-29 years who have sex with men reporting selected demographic and psychosocial characteristics, 
and testing positive for HIV and hepatitis B virus (HBV), by disclosure status and race/ethnicity — six cities*, United States, 1994-2000 


Black Hispanic White All racial/ethnic groups 
Non- Non- Non- Non- 
Disclosers' disclosers' Disclosers disclosers Disclosers disclosers Disclosers disclosers 


(n=910) (n=199) (n=1,391) (n= 204) (n = 2,237) (n= 182) (n=4,952) (n=637) 
Characteristic % % % 9 9 9 ° 








° oO ° ° 





Regular venue attendance’ 
Homosexual bars and dance clubs 77 641 83 691 80 56" 80 
Venue where participant was recruited 69 64 70 581 68 69 
Sexual identity 
Homosexual 66 77 431 
Bisexual 24 18 
Heterosexual <1 
Transgender - 3 
Unknown/refused 1 
Source of health care 
Private physician or HMO 45 43 
Other 36 39 
None 18 18 
STD/HIV infection** 
Previous STD (self report) 21 27 
HBV 23 20 
HIV 24 141 
Previous HIV tests 
None 24 29 
>3 tests 36 24 
Perceived low risk 
(Excludes known positives; n=5,457) (n= 888) (n = 199) (n= 1,343) (n=203) 
Being HIV infectedtt 79 84 80 83 
Becoming HIV infectedS§ 59 684 55 55 
Psychosocial" 
(Aged 15-22 years only; n = 2,723) (n = 480) 2 (n=778) (n=118) = 90 = 100) 
Homosexual /bisexual identity 
not important 15 341 461 
Homosexual/bisexual friends 
not important 25 q 30 33) 
Feel isolated from others 16 311 321 
Sometimes dislike being homosexual 
bisexual 16 19 39° 15 28" 
Most people disapprove of homosexuals 47 61 721 32 571 


© 





* Baltimore, Maryland; Dallas, Texas; Los Angeles, California; Miami, Florida; New York, New York; and Seattle, Washington 
Disclosers were defined by answering >3 and nondisclosers were defined by answering <2 to the following question: “Choose the number that best 
describes how ‘out’ you currently are about having sex with men. By ‘out’ we mean you let others know that you are sexually attracted to men.” Measured 
on a 7-point scale (1, “Not out to anyone;” 4, “Out to half the people | know;” 7, “Out to everyone”) 

- Monthly or more frequently 
p<0.05; Cochran-Mantel-Haenszel chi-square test comparing nondisclosers with disclosers, controlling for city, research phase (age group), and race 
ethnicity (if applicable) 

* STD = sexually transmitted disease; HIV = human immunodeficiency virus 
For research phase 1 (aged 15-22 years), measured by responding “no chance of it,” “very unlikely,” or “unlikely” to the following question: “Which of the 
following describes how likely it is that you are infected with HIV today?” For research phase 2 (aged 23-29 years), measured by responding “(1) very 
unlikely” or “(2) unlikely” to the following question: “Using this card, choose a number that best describes how likely it is that you are HIV-positive today 

* For research phase 1 (aged 15-22 years), measured by agreeing or strongly agreeing with the following item: “There is little chance that | could become 
infected with HIV, or infect others, from what | do sexually.” For research phase 2 (aged 23-29 years), measured by responding “(1) very unlikely” or “(2) 
unlikely” to the following question: “Using this card, choose a number that best describes how likely it is that you will become HIV positive in your lifetime 
Measured by agreeing or disagreeing with the following items (in order): “Being gay/bisexual/transgender is very important to my sense of who | am 
(disagreeing); “It is very important to me that some of my friends are gay/bisexual/transgender,” (disagreeing); “I feel isolated from others,” (agreeing) 
“Sometimes | dislike myself for being gay/bisexual/transgender,” (agreeing); and “Most people of my ethnicity disapprove of gays,” (agreeing) 
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was higher among blacks than all other racial/ethnic groups 
AOR = 2.9; Cl 
ever, black nondisclosers were more likely to perceive them- 


selves to be al 


combined (14% versus 5% 1.5—5.6]). How- 


ow risk for ever acquiring HIV compared with 
all other nondisclosers (68% versus 56%; p<0.01). Similar 


proportions of HIV-infected nondisclosers (n = 51) and dis 


closers (n = 522) reported engaging in UAI with male part- 


ners during the preceding 6 months (51% versus 50%) and 


injecting drugs during their lifetime (8% versus 12%). HIV- 
infected nondisclosers were more likely than disclosers to 


report being unaware of their infection (98% versus 75%; 


p<0.01), and during the preceding 6 months, having one or 
35% versus 10%; p<0.01) and 
(20% 


more female sex partners 
engaging in UI with female sex partners versus 5%; 
p 0.01). 

Reported by: DA She/a 


ai 


TABLE 2. Percentage of men aged 15-29 years who have sex with men reporting selected behavioral characteristics, by disclosure 
status and race/ethnicity — six cities*, United States, 1994-2000 





Black 


Hispanic 


White All racial/ethnic groups 





Non- 
Disclosers' disclosers' 
(n = 910) (n = 199) 
Characteristic % % 


Disclosers disclosers 
(n = 1,391) 
3 


Non- 
Disclosers disclosers 
(n=4,952) (n=637) 


° 


Non- 
Disclosers disclosers 
(n = 204) (n=2,237) (n= 182) 
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Washington. DA MacKellar, MPH, GS Secura, MPH, S Behel, LA 
Valle roy, PhD, G W F Robe rts, PhD Dit of HI\ ; AIDS Pre vention, 
National Center for HIV, STD, and TB Prevention, CD¢ 

Editorial Note: The findings in this report are consistent with 
previous research suggesting that among MSM, nondisclo- 
sure of sexual orientation is associated with being a member 
of a racial/ethnic minority group, identifying as bisexual o1 
heterosexual, having greater perceived community and inter- 
nalized homophobia, and being less integrated socially within 
homosexual communities (/—3,6). Although this study did 
not find that nondisclosing MSM were at higher risk for HIV 


infection than MSM who are more open about their sexuality 


(/-—3), the data suggest that a substantial proportion of 


nondisclosers are infected with HIV and other STDs and are 
at high risk for transmitting these infections to their male and 
female sex partners. 

he finding that more than one in three nondisclosers 
reported having recent female sex partners suggests that 
nondisclosing MSM might have an important role in HIV 
STD transmission to women. This might be particularly true 
for black nondisclosing MSM, of whom approximately one 
in five was infected with HBV and one in seven was infected 
with HIV. To help prevent further HIV/STD transmission 
among young MSM and their female sex partners, greater 
efforts are needed to increase public awareness and to develop 
or expand HIV/STD testing and prevention programs to meet 
the needs of nondisclosers, particularly those who are black. 

he findings in this report suggest that public-awareness 
and prevention programs should be developed for 
nondisclosing MSM to reduce internalized homophobia and 
other factors that influence nondisclosure, barriers to HIV 
STD testing and prevention services, low-risk perception, and 
high-risk behavior, including the risk for transmission to male 
and female sex partners. Corresponding efforts also should be 
developed for women to increase knowledge of HIV/STD 
acquisition risks from partners who might be bisexual and of 
where to obtain confidential testing and prevention services 
for themselves and their partners. 

Prevention managers should intensify outreach efforts to 
provide HIV/STD testing, risk reduction, and health-care 
referral services to nondisclosers who avoid homosexually iden- 
tified prevention organizations. Because this report and oth- 
ers (6) suggest that many nondisclosers have regular male and 
female sex partners, prevention managers should consider 
combining outreach efforts with partner counseling and 
referral services (7) and community network development 
strategies (8) to increase the availability of HIV/STD preven- 
tion services to sex partners of nondisclosing MSM. 

In accordance with recently revised guidelines, health-care 


providers should routinely assess the HIV/STD risks of their 


patients and encourage at-risk MSM to test annually for HIV, 
syphilis, gonorrhea, and chlamydia, and to accept or seek vac 
cination against hepatitis A and B (9). To facilitate risk dis 
closure from young MSM, health-care providers should create 
discrete and nonjudgmental environments and ensure that 
patients are aware of confidentiality safeguards and of the 
importance of disclosing accurate risk information (3). 

lhe findings in this report are subject to at least three limi- 
tations. First, information about the types of persons to whom 
disclosure was provided or withheld was not collected rou- 
tinely. Second, the percentage of young MSM defined as 
nondisclosers in this report should be considered a minimum 
estimate because young MSM who are reluctant to disclose 
their sexual orientation were probably less likely to partici- 
pate or report sexual behavior with men. Finally, findings 
might not be applicable to nondisclosing MSM aged >29 years 
or to MSM aged 15-29 years who do not attend MSM- 
identified venues or reside in one of the six participating cities. 

lhe finding that all but one HIV-infected nondiscloser were 
unaware of their infection is consistent with a recent report 
suggesting that the majority of young HIV-infected MSM 
do not know they are infected (/0). For more young 
HIV-infected MSM to realize the benefits of early diagnosis 
and care, and to help prevent further HIV transmission among 
young MSM and their female partners, health-care providers 
and federal, state, and local HIV-prevention managers should 
expand and improve HIV testing and prevention practices to 
meet the needs of diverse MSM, including those who do not 


disclose their sexual orientation. 
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Hypothermia-Related Deaths — 
Philadelphia, 2001, 
and United States, 1999 


Hypothermia is defined as the unintentional lowering of 


the deep body (core) temperature below 95.0 F (35.0 C). 
Hypothermia can be mild (90.0 F—<95.0 F [32.2 C-<35.0 
C]), moderate (82.5. F-<90.0 F [28.0 C-—<32.2 C)), o1 
severe (<82.5° F [<28.0° C]). Common risk factors for hypo- 
thermia include exposure to cold while under the influence 
of alcohol or drugs, altered mental status, and immersion in 
cold water (/). During 1979-1998, approximately 700 pet 
sons (range: 420—1,024) died annually in the United States 
from hypothermia; approximately half of these deaths were 
attributed to extremely cold weather (2). This report presents 
three cases of hypothermia-related deaths in Philadelphia 
during 2001 as examples of risk factors for hypothermia and 
summarizes information about hypothermia-related deaths in 
the United States during 1999. Hypothermia deaths are pre- 
ventable; by avoiding hypothermia, persons also can prevent 


other ady erse health effects of cold weather. 


Case Reports 

Case 1. In January 2001, a man aged 60 years was found 
dead by police; he was lying on a sofa inside an abandoned 
house that had no heat or electricity. Other inhabitants in the 
house reported that the man had been drinking alcohol 
before his death. During the 24 hours before the man was 
found, the minimum temperature was 21.0 F (-6.0 C). On 
autopsy, the man was found to have a blood alcohol concen- 
tration (BAC) of 0.23 g/dL; in Pennsylvania, drivers are con- 
sidered intoxicated if their BAC is >0.10 g/dL. 

Case 2. In January 2001, paramedics were called to assist a 
man aged 25 years who was found unresponsive on a side- 
walk late at night. The low temperature during the previous 
24 hours was 31.0 F (-0.6 C). The man was transported to a 
hospital, where he was resuscitated through advanced cardiac 
life support protocol. He remained in a vegetative state and 
died 9 days later. His BAC at the time of admission was 0.48 
g/dL; the underlying cause of death was listed as acute alco- 
hol intoxication, with hypothermia as a contributing factor. 

Case 3. In February 2001, a woman aged 48 years was found 


collapsed along a roadside. During the previous day, approxi- 


mately 2 inches of snow had fallen, and the minimum ambi- 


ent temperature had been 29.0" F (-1.6° C). After transport 
to a hospital, her core body temperature was 91.5 F (33.0 
C). The woman died despite extensive efforts at resuscitation, 
including intravenous infusion and peritoneal lavage with 
warmed fluids. Autopsy revealed bilateral pneumonia and 
positive blood toxicology for morphine and diphenhydramine. 
Sepsis was listed as the primary cause of death, with hypoth- 


ermia as a contributing factor. 


United States 

Since 1999, CDC’s National Center for Health Statistics 
(NCHS) has used information from death certificates cat- 
egorized with /nternational Classification of Diseases, Tenth 
Revision (1CD-10) codes to estimate national mortality trends. 
During 1999, exposure to excessive natural cold (ICD-10 code 
X31) was listed as the underlying cause of death (i.e., the cir- 
cumstance of the accident that produced the fatal injury) for 
598 persons in the United States (Figure), and hypothermia 
(ICD-10 code T68) was listed as a nature of injury (i.e., an 
injury that occurred to the decedent) in 1,139 deaths (2). Of 
the 598 hypothermia-related deaths, 380 (64%) occurred 
among males, and 359 (60%) of the 597 persons who died of 
hypothermia and whose age was known were aged >65 years. 
During 1999, Pennsylvania and New York had the greatest 
number of hypothermia-related deaths (36 each) (2), and 
Alaska had the highest crude death rate (1.9 per 100,000 popu- 
lation), approximately twice that of Montana, which had sec- 
ond-highest rate (0.9). 
Reported by: H Mirchandani, MD, Medical Examiners Office; 
C Johnson, MD, Div of Disease Control, Philadelphia Dept of Public 
Health, Pennsylvania. Div of Environmental Hazards and Health 
Effects, National Center for Environmental Health; C Newbern, PhD 
C Sanchez, MD, EIS Officers, CD 


FIGURE. Number* and crude ratet of hypothermia-related 
deaths, by age group and sex — United States, 1999 


*n = 597; excludes one hypothermia-related death of a man whose age 
, was unknown 
Per 100,000 population 
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Editorial Note: Hypothermia is an important cause of pre- 
ventable deaths in the United States, especially among per- 
sons who abuse alcohol (3). Ethanol causes vasodilation, which 
produces a brief “warming” sensation that interferes with 


peripheral vasoconstriction, the physiological defense against 


cold, while also inducing hypoglycemia. Alcohol consump- 


tion in cold surroundings is a dangerous practice. Unattended 
children and persons aged >65 years also are at greater risk for 
hypothermia (3). 

Hypothermia during cold weather is the result of decreased 
heat production, increased heat loss, or impaired thermoregu- 


lation (/). Older persons, who have a decreased basal meta- 


bolic rate, might be at further risk for hypothermia because of 


impaired physical exertion, which produces heat to keep the 
body warm (4). Inactivity limits heat production through 
physical exertion, but overexertion can increase evaporation 
from the respiratory tract and cause fatigue. Shivering also 
can cause enough lactate generation eventually to produce 
acidosis and fatigue. Exposure to high winds can further 
increase heat loss. As body temperature decreases, the hypo- 
thalamus fails to compensate body temperature, and the cen- 
tral nervous system follows the progressive systemic depression 
of metabolism. Finally, metabolic impairment from alcohol- 
ism, malnutrition, hypothyroidism, or advanced age can cause 
poor endurance to cold (4). 

Warning symptoms for hypothermia in adults include shiv- 
ering, confusion, memory loss, drowsiness, exhaustion, fum- 
bling hands, and slurred speech. In children, symptoms include 
bright red, cold skin and extreme low energy (5). Immersion 
in warm water is highly efficient in raising body temperature 
but might hinder cardiopulmonary resuscitation (CPR) and 
more invasive techniques if needed. Drinking warm, nonal- 
coholic beverages can help raise body temperature if the 
person is conscious (5). However, none of these procedures 
substitutes adequately for proper medical attention, and spe- 
cial care should be taken when handling and transporting a 
patient because skin can become numb and slough easily. 

In the presence of severe hypothermia with cardiac arrest, 
CPR should be initiated on site and continued during trans- 
portation (5). Because of the protective effect that a low tem- 
perature might have on brain ischemia (especially if asphyxia 
has not preceded circulatory arrest), attempts at rewarming 
victims with severe hypothermia and cardiac arrest outside 
the hospital are not recommended (6). Core body tempera- 
ture before rewarming might not be a good predictive factor 
for positive outcome, and persons with a core temperature as 
low as 59.0° F (15.0° C) have survived (/). The time between 
rescue and rewarming does not predict outcome (/); in the 
most extreme case, a boy aged 5 years recovered without 
apparent cerebral sequelae after 40 minutes of submersion in 


ice-cold water (7). 


Overall death rates from all causes increase during winter 
(3); in addition to hypothermia, cold temperature is associ- 
ated with excess mortality from ischemic heart disease (8) and 
cerebrovascular disease (9). Cold-induced vasoconstriction and 
later hemoconcentration can result in rupture of atheroma- 
tous plaques and arterial thrombosis. Cold temperature also 
can lower the immune system's resistance to respiratory infec- 
tion, Causing an increase in respiratory disease mortality (9). 

Hypothermia-related morbidity is not exclusive to cold 
northern climates. Persons from regions with warmer winters 
might be at greater risk from the indirect effects of cold weather 
than persons from regions with colder and longer winters 
(9,10). However, geographic distributions might represent not 
only seasonal temperature variations but also socioeconomic 
status (which can limit access to controlled indoor tempera- 
ture), cultural backgrounds (which can influence behavior 
toward individual protection from cold as well as outdoor 
activity), or populations with a higher proportion of elderly 
persons | 10). 

Persons should take precautions to maintain body tempera- 
ture both inside and outside during cold weather by heating 
the home (taking care to avoid carbon monoxide intoxica- 
tion), especially at night, and by wearing properly insulated 
clothes while performing outdoor activities. The outer layer 
of clothing should be tightly woven and wind resistant. 
Inside layers of wool, silk, or polypropylene are preferred over 
cotton. Persistent shivering always is a signal to return 


indoors. 
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Public Health Dispatch 


Outbreaks of Community-Associated 

Methicillin-Resistant Staphylococcus 

aureus Skin Infections — Los Angeles 
County, California, 2002-2003 


During 2002, the Los Angeles County Department of 


Health Services (LACDHS) investigated three community 
outbreaks of skin infections associated with methicillin- 
resistant Staphylococcus aureus (MRSA). MRSA commonly has 
occurred in health-care settings; however, recent investigations 
of community-associated MRSA (CA-MRSA) have identi 
fied infection in various settings, including correctional 
facilities, athletic teams, and others (CDC, unpublished data, 
2002). This report describes investigations of ¢ A-MRSA in 
Los Angeles County. 

In September 2002, LACDHS investigated cases of MRSA 
infection in two athletes on the same team who were hospi- 
talized with MRSA within the same week. No additional cases 
of MRSA have been identified. The source of MRSA infec- 
tion for these patients has not been determined. 

On November 22, 2002, physicians from two large infec 
tious disease clinical practices notified LACDHS of MRSA 
skin infections among men who have sex with men (MSM). 
LACDHS has increased surveillance in selected clinics serv- 
ing MSM and has begun a study of risk factors for infection 
among this population. 

Currently, LACDHS is investigating an outbreak in the Los 
Angeles ounty Jail, in which 928 inmates had MRSA wound 
infections diagnose d in 2002. Patients were reported as hav 
ing spider bites but subsequently were found to be infected 
with MRSA. Review of medical charts of 39 of the 66 
inmates hospitalized with these infections indicated that all 
initially had skin infections, but 10 later had invasive disease, 
including bacteremia, endocarditis, or osteomyelitis. The Los 
Angeles County Jail is the largest jail system in the United 
States; 165,000 persons are incarcerated in the jail each year. 
LACDHS issued recommendations for the diagnosis and treat- 
ment of skin infections in the jail and is working with the Los 
Angeles County Sheriff's Department to review policies and 
procedures on laundry, showers, environmental cleaning, skin 
care, and control of person-to-person transmission. 

In each of these outbreaks, antimicrobial susceptibility pat 
terns from MRSA isolates of these patients have been similar, 
including resistance to fluoroquinolones. Molecular analysis 
by pulsed tield gel electrophoresis PFGE) of isolates per 
tormed at the Los Angeles County Public Health Laboratory 
has identified a predominant strain common to all of these 
outbreaks. The PFGE pattern of the predominant strain also 


is consistent with PFGE patterns that CDC has identified in 


community outbreaks from other parts of the United States 
(CDC, unpublished data, 2003). Selected MRSA isolates will 
be sent to CDC to characterize their virulence factors and 
toxins. 

LACDHS is advising health-care providers to be aware that 
MRSA is a documented cause of community-associated skin 
and soft tissue infections. Local treatment and incision and 
drainage remain first-line therapies for soft tissue infections. 
Clinicians who suspect MRSA skin and soft tissue infections 
should consider microbiologic culture of wounds and appro- 
priate antimicrobial therapy. 

Skin infections might be prevented by keeping cuts and 
abrasions clean by washing with soap and water. Previous 
investigations of MRSA infection clusters in community set- 
tings have identified MRSA transmission through sharing 
common objects (e.g., athletic equipment, towels, benches, 
and personal items) contaminated with MRSA (CD¢ 
unpublished data, 2002). To prevent MRSA infections from 
spreading in health-care settings, health-care providers should 
use standard precautions and appropriate hand hygiene 
between treating patients, clean surfaces of examination rooms 
with commercial disinfectant or diluted bleach (1 tablespoon 
bleach in 1 quart water), and carefully dispose of dressings 
and other materials that come into contact with pus, nasal 
discharge, blood, and urine (/). 

lhe outbreaks described in this report reflect the impor- 
tance of CA-MRSA infections. In collaboration with state 
health departments, CDC is conducting active, population- 
based surveillance for CA-MRSA in selected regions of the 
United States to help characterize the incidence and risk fac- 


tors for MRSA in the community. 


Reported by: Participating physician 
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Notice to Readers 


Smallpox Vaccine Adverse Events 
Monitoring and Response System 
for the First Stage of the Smallpox 
Vaccination Program 
Smallpox vaccination of civilian volunteer health-care work- 
ers began on January 24, 2003. As of | ebruary 4, a total of 37 


states and counties have received shipments of smallpox vaccine, 
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and 18 states and counties have begun smallpox vaccination; 
no ser1ous adverse events hav S been reported. lo monitor the 


occurrence of adverse events associated with vaccination, both 


those expected on the basis of previous experience and pos 


sible new unexpected adverse events, CDC and state health 
departments have established the Smallpox Vaccine Adverse 
Events Monitoring and Response System. The system also 
will be used to monitor the effectiveness of contraindication 
screening, identify new contraindications, and coordinate the 
distribution of vaccinia immune globulin (VIG) and cidofovit 
to the civilian population. This notice describes the compo- 
nents of the system, delineates roles and responsibilities, and 
explains how data from the system will be compiled and com 
municated. 

lhe first stage of the vaccination program targets 1) small 
pox response teams designated by terrorism and public health 
authorities to conduct investigation and follow-up of initial 
smallpox cases and 2) health-care teams whose members ar 
trained to provide medical care for initial smallpox patients 
/). During this stage, the Institute of Medicine (LOM) has 
recommended active surveillance for adverse events follow 
ing smallpox vaccination (2). To implement this recommen 
dation among all vaccinees and their contacts, the system will 
track adverse events that require hospitalization or outpatient 
care, contraindications to vaccination among vaccinees of 
household contacts not identified at the time of vaccination 
and vaccinia transmission to contacts of vaccinees. CDC also 
will collect data from persons experiencing more common 
nonserious adverse events in a telephone survey of approxi 
mately 10,000 vaccinees from at least eight states and cities 
administered at days 10 and 21 following vaccination. 

Successful monitoring of and response to adverse events 
following smallpox vaccination depends on the eftorts of vac 
cination clinic staff, vaccination-site—care monitors at hospi 
tals and other locations, health-care providers, state health 
departments, and CDC. At smallpox vaccination clinics, 
unique identifying number will be assigned to each vaccinec 
and each vaccinee’s vaccination information will be entered 
into an electronic tracking system (either the Pre-event Vacci 
nation System (PVS) maintained by CDC or the state equiva 
lent). In the days following vaccination, monitors at hospitals 
and other locations should assess vaccination-site Care, symp 
toms reported by the vaccinees, and vaccine take (i.e., response 
to vaccination). For hospital staff, monitors also should 
determine fitness for duty. CDC’s web-based Hospital Small 
pox Vaccine Monitoring System can be used to facilitate moni 
toring and to enter tracking data. Vaccination-site—care 
monitors and health-care providers should report adverse 
events associated with vaccination as they occur (Table). When 


‘ , » J 
vaccination follow-up is completed (usually 21-28 days after 


TABLE. Adverse events after smallpox vaccination that are 
recommended to be reported to the Vaccine Adverse Event 
Reporting System and to state health departments” 


Eczema vaccinatum 





Erythema multiforme major or Stevens-Johnsor 

Fetal vaccinia 

Generalized vaccinia 

Inadvertent inoculation 

Ocular vaccinia 

Post-vaccinal encephalitis or encephalomyelitis 

Progressive vaccinia 

Pyogenic infection of vaccination site 

Vaccinia transmission to contacts 

Vaccination of persons with a contraindication to vaccinatior 
Other serious adverse events (i.e., those resulting in hospitalizatio 


permanent disability, life-threatening illness, or death) 





* Any adverse event that is of concern to the clinician or patient six 
reported 


vaccination), vaccination-site—care monitors should ensure 
that information about adverse events that require hospital 
ization or Outpatient care, contraindications identified after 
vaccination, and contact transmission are documented for all 
vaccinees. CDC will provide a data entry mechanism linked 
to PVS for documenting this information 

Health-care providers who need assistance with evaluating 
a smallpox vaccinee with a potential adverse event should con 
tact their state health department or CDC’s Clinician Infor 
mation Line, telephone 877-554-4625. Stafted by nurses 24 
hours a day, 7 days a week, this information line is a source 
for general smallpox clinical adverse event information and 
for assistance with adverse event reporting. As needed for clini 
cal consultation and release of VIG and cidofovir, callers to 
this line will be connected to CDC’s Smallpox Vaccine 
Adverse Events Clinical Consultation Team, whose members 
are experts in infectious diseases, ophthalmology, and neurol 
ogy, and have back-up from smallpox/vaccinia disease experts 
For general information about diagnosis and management of 
smallpox vaccination—associated adverse events, health-care 
providers should consult CDC's guidance for clinicians (3 


Clinical evaluation tools to assist health-care providers in the 


diagnosis and management of smallpox vaccine adverse events 


also are available at http://www.bt.cde.gov/agent smallpox 
vaccination/clineval. 

Adverse events following smallpox vaccination should be 
reported to state health departments and the Vaccine Adverse 
Event Reporting System (VAERS), the national surveillance 
system for adverse events following the administration of U.S. 
licensed vaccines (4,5). Any adverse event that is of concern 
to the clinician or patient should be reported. In addition 
certain events are recommended to be reported (Table). Those 
adverse events that require VIG or cidofovir should b« 


reported immediately (3). Other serious adverse events (i.« 


(Continued on pg 99) 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending February 1, 2003, with 
historical data 


CASES CURRENT 


INCREASE 4WEEKS 





Ratio (Log Scale) 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending February 1, 2003 (5th Week)’ 





Cum. Cum. Cum. 
2002 2003 2002 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending February 1, 2003, and February 2, 2002 


(5th Week)* 





Reporting area 


AIDS 


Chiamydia' 


Coccidiodomycosis 


Cryptosporidiosis 


Encephalitis/Meningitis 
West Nile 








Cum 
2003 


Cum 
2002 





2003 


Cum | Cum 


2002 





Cum Cum 
2003 2002 





Cum Cum 
2003 2002 





Cum Cum 
2003 2002 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 1, 2003, and February 2, 2002 


(5th Week)* 





Reporting area 


Escherichia coli, Enterohemorrhagic (EHEC) 





0157:H7 


Shiga toxin positive, 
serogroup non-0157 


Shiga toxin positive 
not serogrouped 


Giardiasis 


Gonorrhea 








Cum 
2003 


Cum 
2002 





Cum Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





Cum. 
2003 


Cum. 
2002 





Cum. Cum 
2003 2002 
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RE 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 1, 2003, and February 2, 2002 
(5th Week)* 





Haemophilus influenzae, invasive Hepatitis 


All ages Age <5 years (viral, acute), by type 
All serotypes Serotype B Non-serotype B Unknown serotype A 
Cum. Cum. Cum. | Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 
UNITED STATES 92 149 2 13 18 - 345 868 
NEW ENGLAND 10 11 1 


Maine 





























44 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 
Ind 


Mich 

Wis 

W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 


Kans 


S. ATLANTIC 
Del 
Md 


La 

Okla 

Tex 
MOUNTAIN 
Mont 

idano 

Wyo 

N. Mex 
Ariz 
Utar 
Nev 
PACIFIC 
Wash 
Orea 
JTeQg 


Guam 

PR 

V4 

Amer. Samoa U U J L 
C.N.M.1 U U 
N: Not notifiable U: Unavailable No reported cases 

* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 1, 2003, and February 2, 2002 
(5th Week)* 





Hepatitis (viral, acute), by type 





B Cc Legionellosis Listeriosis Lyme disease 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2002 2003 2002 2003 2002 2003 2002 2003 2002 























INITED STATES 432 396 - 334 72 5S 28 33 252 392 


NCW CA a KIT 4 12 > “ a > c 
VCVV ECNGLANL p < c 3 3 ¢ 2 39 
Main 


a 


1 6 


33 


N. Mex 


Ariz 
i Jiar 


Nev 


PACIFIC 
Wast 
Oreg 
3 ‘ 
Alaska 


Hawa 
Guar 


PR 


Amer. Samoa 
oh 
iM 





N: Not notifiable 


ncidence data year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United 


(5th Week)* 


States, weeks ending February 1, 2003, and February 2, 2002 





Reporting area 


Malaria 


Meningococcal 
disease 


Pertussis 


Rabies, animal 


Rocky Mountain 
spotted fever 








Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 


2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 





UNITED STATES 
NEW ENGLAND 


Maine 

N.H 

Vt 

Mass 

R.| 

Conn 

MID. ATLANTIC 
Upstate N.Y 


W.N. CENTRAL 
Minn 

iowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 

S. ATLANTIC 
De 

Md 


68 82 
1 


1 


8 


U 
U 


os 163 
ID 105 


4 


264 408 


59 


36 


2003 2002 


19 





N: Not notifiable 


U: Unavailable No 


reo 


p 


orted cases 


* Incidence data for reporting years 2002 and 2003 are provisional and cumulative 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 1, 2003, and February 2, 2002 
(Sth Week)* 





Streptococcus pneumoniae, invasive 
Streptococcal disease, Drug resistant, 
Salmonellosis Shigellosis invasive, group A all ages Age <5 years 
Cum | Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. | Cum. 
Reporting area 2003 2002 2003 2003 2003 2003 2002 


UNITED STATES 1,671 2,3 1,249 1,254 274 . 206 150 31 11 


< 





























NEW ENGLAND Z 10¢ 19 - 
Maine 


NH 


Wash 
Oreg 
Calif 
Alaska 
Hawa 
Guam 

FRR 

Vv 

Amer. Samoa 
C.N.M.1 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 1, 2003, and February 2, 2002 
(Sth Week)* 





Syphilis Varicella 
Primary & secondary Congenital Tuberculosis Typhoid fever (Chickenpox) 
Cum. Cum. Cum. Cum. Cum. | Cum. Cum Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 
UNITED STATES 479 483 13 3 612 1€ 2 1,263 


NEW ENGLAND 8 





























924 


MID. ATLANTIC 
Upstate N 


N.Y. City 


Amer. Samoa 
C.N.M.1 








t notifiable 
* Incidence data fc 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending February 1, 2003 (5th Week) 
All causes, by age (years) 





All causes, by age (years) 


All P&l' All 
Reporting Area Ages >65 45-64 | 25-44] 1-24] <1 | Total Reporting Area Ages >65 45-64 | 25-44 | 1-24 
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those resulting in hospitalization, permanent disability, life- Notice to Readers 


threatening illness, or death) should be reported within 48 Raideuiole and Pravantt 
: he : ; revention 
hours after recognition. Reports may be submitted to VAERS P gy 


ENT O E ew of Vaccine-Preventable Diseases Satellite 
at http://secure.vaers.org/vaersdataentry.intro, by toll-free fax 
at 877-721-0366, or by mail to P.O. Box 1100, Rockville, Broadcasts and Webcasts 


Maryland 20849-1100. Report forms and assistance with CDC will sponsor “Epidemiology and Prevention of Vac 
reporting are available from VAERS, telephone 800-822-7967. cine-Preventable Diseases,” a four-part series of live interactive 
CDC's secure web-based communications network for pub- programs that will provide the most current information avail- 
lic health investigation and response, the Epidemic Informa- able in the field of immunization. Session one, February 13, 
tion Exchange (Epi-X) (http://www.cdc.gov/mmwr/epix will cover principles of vaccination, general recommendations 
epix.html), will be used for rapid and regular exchange of on vaccination, and strategies to improve vaccination covet 
smallpox vaccine adverse events data among state and local age levels, including registries and vaccine-coverage assessment. 
health departments and CDC. These data will be tabulated Session two, February 20, will cover pertussis, childhood pneu 
regularly and reported on CDC's smallpox website and in mococcal disease, poliomyelitis, and Haemophilus influenza 
MMWR. The reported rates of known serious adverse events type b. Session three, February 27, will cover measles, rubella, 
will be compared with historically reported rates. If higher- varicella, and smallpox. Session four, March 6, will cover hepa 
than-expected rates of known adverse events or unexpected titis B, hepatitis A, influenza, and adult pneumococcal dis 
adverse events are detected from either active or passive sur- ease. The programs are free and will be available for viewing 
veillance analysis, further investigation will be conducted. as web archives following each program. 
\ workgroup of the Advisory Committee on Immunization Che programs are designed for physicians, nurses, nurse 
Practices will assess the data regularly. In addition, to ensure practitioners, physician assistants, Department of Defense 
that the smallpox vaccination program is conducted safely paraprofessionals, pharmacists, and their colleagues who 
and effectively, IOM will provide ongoing programmatic either administer vaccinations or set policy for their offices, 
evaluation. clinics, communicable disease or infection-control programs. 
References Che program also will target both private and public health- 


Advisory Committee on Immunization Practices. Draft supplemental care providers, including pediatricians, family practice spe 


r m rions Oo ri ) se of smalipox vaccini vaccine une ° ° ’ = . os 
ecommendatic ns of the ACII “ ¢ Oo nallp ‘ accinia iccIn 1 cialists, residents, and medical and nursing students. Each 
2002. Available at http://www.bt.cdc.gov/agent smallpox vaccination ad : , 

ip-guideli : 3.5-hour broadcast will feature two question-and-answer ses- 
icip-guidelines.asp 


stitute of Medicine Committee on Smallpox Vaccination Program sions in which participants can interact with the course 


mplementation. Review of the Centers for Disease Control and instructors through toll-free telephone lines. Continuing edu- 


) 


| 
i 
| 


eventions Smallpox Vaccination Program implementation. Letter , : , + “2a r _¢ . 
eae :' ; cation credit will be offered for various professions based on 3 
report #1. Washington, DC: Institute of Medicine, National Academy of 


Sciences, 2003. Available at http://www.nap.edu/books/NH000489/hum! hours of instruction per session. 


3. CDC. Smallpox vaccination and adverse reactions: guidance for clini Participants can register online at http: www.phppo.cdc. 
ians. MMWR 2003;52(Dispatch):1-29. Available at http 


gov/phtnonline. Additional information is available online at 


vww.cdc.gov/mmwr/ preview/mmwrhtml/di52chal .htm 
V W.-C. ' ¥ t * iv bill ' iti u wile fitl j ip = > 
Re ' — TOV) -pv03/fz et.asp, or b 
Chen RT, Rastogi SC, Mullen JR, et al. The Vaccine Adverse Event hetp://www.phppo.cdc.gov/ PHT N/epv03/factsheet.asp, or by 
Reporting System (VAERS).Vaccine 1994;12:542-50 telephone at 888-232-3299 (enter document number 
) . kan I t llan r satet trer Immun ) c ¥ . z : . 
Zhou W, Pool V, Iskander J, et al. Surveillance for safety after immuni 130025). Information about program content Is available by 
zation: Vaccine Adverse Event Reporting System (VAERS)—United 
States, 1991-2001. In: 


( e-mail, nipinfo@cdc.gov. Information about registration can 
MMWR 2003;52(No. SS 


DC surveillance summaries (January 24 
be obtained by telephone, 800-418-724, or e-mail, ce@cdc.gov. 
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